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Transverse myelitis (TM) is a rare inflammatory disorder
involving single or multiple spinal segments, and the dis-
ease course, outcome, and prognosis of TM is more severe
in young children compared with adults.1 TM can have in-
fectious or postinfectious causes, and clinical manifesta-
tions are variable and frequently incompatible with the
neuroanatomical findings, which can be confusing. We
report a young girl with rapidly progressive bilateral lower
limb weakness and urinary incontinence. Magnetic reso-
nance imaging (MRI) revealed lesions spanning several
cervicothoracic spinal segments, suggesting TM. Although
laboratory data and the clinical presentation suggested
that herpes simplex virus (HSV) was the cause, acyclovir
administration did not alleviate the patient’s symptoms.
Pulse methylprednisolone therapy dramatically improved
the patient’s neurological signs.
2. Case presentation
An 11-year-old girl presented with herpetic gingivostoma-
titis of 1 week’s duration. Bilateral lower limb soreness and
difficult micturition developed acutely 1 day prior to* Corresponding author. No. 699, Sec. 8, Taiwan Blvd., Taichung City
E-mail address: fanhuengchuen@yahoo.com.tw (H.-C. Fan).
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ened, and the development of weakness and overflow uri-
nary incontinence prompted her visit to the emergency
department.
On physical examination, she was alert and interactive.
There were residual vesicles in the buccal area and her
limbs were active without limitation. Cranial nerve testing
revealed no significant findings and her upper limb muscle
strength was good. Muscle strength in the left leg was rated
as 2/5 and 1/5 in the right leg with numbness over the in-
ternal aspects of both thighs. Deep tendon reflexes in the
upper limbs were normal, but absent in the lower limbs.
Meningeal signs were negative and anal tone was dimin-
ished. Suspecting myelopathy or polyneuritis, we admitted
the patient for further treatment.
Blood analysis revealed the following results: leukocyte
count, 9320/mm3; hemoglobin concentration, 14.2 g/dL;
platelet count, 297,000/mm3; and C-reactive protein con-
centration, 4.37 mg/dL. Creatine kinase concentration was
within the normal range and intracranial pressure was 8.5
cmH2O. Cerebrospinal fluid (CSF) analysis revealed the
following results: total protein level, 40 mg/dL; glucose,
60 mg/dL; leukocyte count, 190/mm3 (100% lymphocytes);
and erythrocyte count, 1090/mm3.435, Taiwan.
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Figure 1 T2-weighted magnetic resonance images of the spinal cord (level of the 6th cervical vertebra) showing a long segment of
hyperintensity involving almost the entire cord in the axial plane (A) and extending continuously from the 5th cervical vertebra to
the 10th thoracic vertebra in the sagittal plane (B).
356 J.-J. Ding et alMRI findings for the lumbar and sacral spine were unre-
markable. Throat viral isolation identified HSV Type 1 with
serology revealing significantly elevated HSV immunoglob-
ulin M. Polymerase chain reaction did not detect genomes of
HSV, Epstein-Barr virus, and cytomegalovirus in the CSF.
Nerve conduction velocity testing of the lower limbs sug-
gested a peripheral motor axonopathy and repeat spinal MRI
revealed a continuous segment of hyperintensity from the 5th
cervical to the 10th thoracic vertebra in T2-weighted images
(Figure 1). Based on these findings, TM was diagnosed.
The patient’s ataxia and urinary incontinence did not
improve after intravenous acyclovir administration at
30 mg/kg/d for 6 days. Also, the numbness and weakness
progressed from her lower limbs to her upper body. Soon
after beginning pulse therapy with methylprednisolone at
30 mg/kg/d for 5 days, her limb numbness and urinary in-
continence improved dramatically and she was able to walk
without assistance 1 month after discharge. No neurological
sequelae appeared during the 2 years of follow up.
3. Discussion
Identifying the cause of TM is challenging because of the
variable clinical signs and numerous potential pathogens.
The history and imaging of our patient ruled out spinal
compressive lesions, vascular events, and connective tis-
sue diseases. Her progressive weakness, lower leg numb-
ness, areflexia, and urinary incontinence initially led us to
consider Guillain-Barre´ syndrome or cauda equina syn-
drome, and CSF analysis and repeat imaging excluded
these diseases. To obtain an accurate diagnosis, previous
studies recommended that the entire spinal cord be
imaged in patients with TM following HSV infection
because TM may present with incompatible neuroana-
tomical signs.2,3
Acyclovir is the primary treatment for HSV infection and
the recommendeddose forencephalomyelitis is 10e15mg/kgevery 8 hours intravenously for 7e10 days.4 However, our
patient’s neurological function progressively deteriorated
during the treatment course with acyclovir. Given the nega-
tive CSF polymerase chain reaction results, we believe that
previous HSV infection in our patient triggered abnormal
neurotoxic immune responses. This is supported by the
favorable response to methylprednisolone pulse therapy.
However,wecouldnot ruleout thepresenceof another virus/
viruses in this case. Intravenous immunoglobulin, plasma
exchange, or cyclophosphamidewere potential options if the
pulse therapy had failed.3
In conclusion, a correct diagnosis of TM requires a careful
history, astute physical examination, comprehensive labo-
ratory testing and imaging, and a high index of suspicion.
MRI should include imaging of both the brain and the entire
spinal cord in patients with suspected TM. Trial pulse
therapy with methylprednisolone is advisable if a patient
with previous viral infection presenting with acute neuro-
logical dysfunction fails to respond to antiviral therapy.
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